Epiglottic cysts are often asymptomatic, but may cause difficulties with airway management 1,2 . The role of the laryngeal mask airway (LMA) for patients with laryngeal cysts remains unclear. This report describes airway obstruction associated with insertion of an LMA in a patient with an asymptomatic and undiagnosed epiglottic cyst and failed intubation using an intubating LMA (ILMA) for passing the fibrescope.
Epiglottic cysts are often asymptomatic, but may cause difficulties with airway management 1, 2 . The role of the laryngeal mask airway (LMA) for patients with laryngeal cysts remains unclear. This report describes airway obstruction associated with insertion of an LMA in a patient with an asymptomatic and undiagnosed epiglottic cyst and failed intubation using an intubating LMA (ILMA) for passing the fibrescope.
CASE REPORT
A 51-year-old male, 173 cm in height, weighing 83 kg, exhibited weakness of elbow and wrist extension, and diminished sensation bilaterally in the C6-7 area. He was scheduled for an anterior cervical decompression and C5/6 fusion for cervical spondylosis under general anesthesia. Neck traction with a 2 kg weight was performed preoperatively.
Airway assessment demonstrated excellent mouth opening, that the jaw could be thrust forward, a Mallampati score of one and limited neck extension (due to cervical spondylosis). There was no history to suggest laryngeal pathology, such as dyspnoea, dysphagia or hoarseness.
We planned to avoid neck extension for fear of worsening his neurological condition. Our airway management plan was to place an intubating LMA (ILMA) then use fibreoptic intubation through the ILMA without direct laryngoscopy.
The patient was premedicated with secobarbitone 100 mg and atropine 0.5 mg intramuscularly. The electrocardiogram, non-invasive arterial pressure, arterial haemoglobin oxygen saturation (SpO 2 ) and end-tidal carbon dioxide (ETCO 2 ) were monitored. Anaesthesia was induced with fentanyl 150 µg and propofol 190 mg. The patient could be ventilated easily with a face-mask and a size 4 ILMA was inserted after manually assisted mask ventilation. To facilitate intubation, suxamethonium 80 mg with vecuronium 1 mg was administered. During manually assisted ventilation with the ILMA the SpO 2 decreased to 95%, and the airway resistance was noted to be increased. The capnogram trace was present with end-tidal values of 34 to 37 mmHg. We performed the "up-down" manoeuvre 3 and changed the cuff volume of the ILMA without any improvement. Partial obstruction of the airway by the ILMA was suspected. A fibreoptic view of the larynx through the ILMA revealed that a laryngeal cyst was located across the elevating bar of the ILMA. The epiglottis was observed, but the laryngeal cyst obscured the glottis. We changed the ILMA to a size 5, without improvement. After removal of the ILMA and manually assisted ventilation using a facemask with sevoflurane for maintenance of anaesthesia, a fibreoptic intubation was performed with the aid of direct laryngoscopy to elevate the epiglottis compressed by the cyst (Figure 1 ).
The operation proceeded uneventfully. Postoperative fibreoptic examination of the larynx did not show any bleeding, swelling or rupture of the cyst. An audible leak was noted when the tracheal tube cuff was deflated and the tube was removed uneventfully.
On the 30th postoperative day, puncture of the cyst was performed by an otorhinolaryngologist, the patient remaining awake for the procedure. There were no postoperative complications.
Review of the preoperative cervical MRI revealed a laryngeal cyst (Figure 2 ), which had not been noted preoperatively.
DISCUSSION
The incidence of laryngeal cysts at laryngoscopy has been reported between 1/1,250 and 1/4,200 1, 4, 5 . The presenting symptoms vary, depending on the size of the cyst, the patient's age and cyst extension into the airway. Patients may experience the sensation of a foreign body, dysphagia, progressive stridor, and hoarseness. A laryngeal cyst can cause apnoea and even sudden death 6, 7 . Contributory factors for these acute events included alcohol intoxication 6 and sedation 7 . Other problems caused by laryngeal cysts include difficult endotracheal intubation and accidental rupture of a cyst during intubation or otolaryngeal examination. Difficult airway management during anaesthesia has also been reported 1, 8 . Lesions on the lingual surface of the epiglottis may be painless and asymptomatic, because they are located in the so-called "silent zone" of the pharynx. Asymptomatic laryngeal cysts may be revealed during induction of general anaesthesia 9, 10 . The use of a laryngeal mask airway is one of the strategies for difficult airway management 11 . Several cases in which an LMA was used for airway management with laryngeal pathology have been reported 12 . Kihara et al reported the successful use of the ILMA for rescue and intubation in an anaesthetized patient with an unexpectedly large epiglottic cyst 13 . There are also several reports of various mechanisms for failure of airway management with the LMA in difficult airways [14] [15] [16] . The existence of a supraglottic lesion may be a relative contraindication to use of the LMA 17 . About 10% of laryngeal cysts occur in the vallecula and another 10% are epiglottic 18 . Cysts in these supraglottic regions may be more likely to be pushed into the glottis by an LMA, causing airway obstruction.
Difficult insertion of an LMA may sometimes be caused by a laryngeal cyst 19 . When using an ILMA in a patient with a supraglottic laryngeal cyst, downfolding of the epiglottis or the cyst being pushed into the glottis may prevent insertion of an endotracheal tube. The problem of down-folding of the epiglottis may be solved by partial withdrawal of the ILMA fol- lowed by re-insertion ("up-down" manoeuvre) 3 . In a patient with a supraglottic laryngeal cyst, this manoeuvre may cause complications such as cyst rupture, bleeding or airway obstruction by the cyst.
Although misplaced LMAs are not an infrequent event, usually resolved by removing or withdrawing and re-inserting the device, anaesthetists should be alert to the possibility of undiagnosed airway pathology, such as a laryngeal cyst, if airway resistance is high during ventilation with an LMA. In cases such as the one we describe, repeated insertion of an LMA or blind advancement of a tracheal tube thorough an ILMA may be associated with significant complications and should be avoided.
In retrospect, review of the cervical MRI preoperatively would have alerted us to the existence of the laryngeal cyst. It is likely that we would have elected to perform an awake fibreoptic intubation if we had made the diagnosis preoperatively. We suspect that many anaesthetists overlook the opportunity to gather information about the airway in patients who have head and neck scans for other purposes.
In conclusion, we have reported problems with airway maintenance and intubation using an ILMA in a patient with an undiagnosed epiglottic cyst.
